Introduction
In the United States, a substantial proportion of persons with psychiatric morbidity do not receive appropriate mental health care [1, 2] . The burden of unmet mental health need became a particular concern in the aftermath of the September 11, 2001 terrorist attacks on the World Trade Center (WTC) and the Pentagon. Previous post-disaster studies suggest that survivors of major disasters develop psychiatric disorders after these events including posttraumatic stress disorder (PTSD), depression, anxiety, panic and other mental health disorders [3, 4] . Research after the September 11 attacks found an increase in psychological symptoms after the attacks. Stress, PTSD and depression, were highly prevalent in the U.S. general population and particularly among New York City (NYC) residents [5] [6] [7] . Subsequent research found a resolution of probable PTSD 6-9 months after September 11 but that overall, the prevalence of PTSD symptoms decreased by only one-third [8] .
While the utilization of health services for mental health problems has been documented following disasters [9] [10] [11] [12] [13] and numerous studies have examined unmet mental health need in less dire times [14] [15] [16] , little is known about such unmet need following a disaster. This is an important area of inquiry because the response of the health system to mental health problems may need to be more proactive after a disaster. It is also possible that barriers to treatment for mental health problems after disasters are different from traditional barriers to mental health treatment in less critical times. Impediments to mental health treatment in general have been described. They include: concerns about cost, lack of time to seek care, stigma, or feelings among affected persons that they can take care of mental health symptoms themselves [17] . By contrast, the reasons why people may not access services after a major disaster are less well known.
A reluctance to utilize services for mental health problems after a disaster has been reported, although the reasons for this reluctance are unclear [18] [19] [20] . Oftentimes, studies of service utilization for mental health problems after a disaster fail to ask about barriers to mental health treatment and do not consider barriers that may be unique to a post-disaster context. One study suggested that individuals may avoid formal mental health services out of concern that accessing these services may revive disturbing images and memories of the traumatic event [21] . Grieving individuals who develop psychological symptoms after a disaster may lack awareness that these symptoms are a potentially treatable mental health problem. It is also possible that the devastation of the September 11 attacks may have led to the perception that there were not enough mental health services to help those affected by the event. Thus, there may have been reluctance to claim services out of a concern for taking the spot of someone who needed the services more.
Conversely, there are reasons why people may be more willing to access mental health services following a disaster. In NYC after the terrorist attacks, not unlike other post-disaster situations in the United States, there was a concerted public health effort to provide services for mental health problems to people who were personally affected by the event. The scope of this service provision was unprecedented. Project Liberty, the umbrella program under which many of these services were provided, provided outreach, public education about reactions to trauma, free short-term crisis counseling services and referrals to longer term specialized mental health treatment to persons in need [22, 23] . Services offered by Project Liberty were an adjunct to services offered by the regular public mental health system in NYC in the aftermath of September 11. This effort may have resulted in a reduction in the traditional barriers to mental health treatment such as a lack of knowledge about the availability of services, awareness that one's problems may be due to a mental illness, and cost. It is also possible that the stigma surrounding mental illness was reduced after these attacks, both because of the increased awareness of the mental health consequences of the attacks and the widespread attribution of potential psychological symptoms to a specific event rather than to individual characteristics [24] .
In this study, we examined the use of professionals for mental health problems in three groups. First, because we were interested in identifying markers of real need since the September attacks we examined the use of professionals for mental health problems among persons with probable PTSD and depression. Second, because persons who were directly affected by the attacks were at higher risk for psychological sequelae after the attacks than persons who did not have direct exposure to the event, we were interested in the use of professionals for mental health problems by this group. As described, these individuals were targeted by social service agencies after the attacks. We eliminated from this group persons with PTSD and depression since the attacks so that we could identify unique determinants of the use of professionals for mental health problems for this group. Third, for comparison purposes we were interested in the utilization of professionals for mental health problems among persons who did not meet either of these two criteria. We expected rates of service utilization to be substantially lower in this group compared to the other two groups. In this study, we also identified the primary reasons why persons did not seek treatment from professionals for mental health problems after the attacks and the factors associated with decisions to seek help. This is one of a handful of studies to examine the issue of unmet mental health need in a post-disaster context as well as barriers to treatment that may be unique to such a post-disaster context. Identifying such potential need and barriers to seeking services after a major disaster is important to guide effective public health planning.
Methods j Data collection
Analyses are based on telephone interviews with 2,752 adults (over the age of 17) living in households in the NYC metropolitan area between March 25 and June 25, 2002. The sampling frame for the survey included all adults in the following contiguous geographic areas: New York City and Nassau, Westchester, Suffolk, and Rockland counties in New York State; Hudson, Essex, Bergen, Passaic, Union, Middlesex, Monmouth, Morris, and Somerset counties in New Jersey, and Lower Fairfield county in Connecticut. The entire sampling frame was divided into four concentric zones, with oversampling in the zones closer to the World Trade Center.
Random digit dial telephone interviews were used to sample participants. If more than one adult in the household was eligible for participation the last birthday procedure was used to select the respondent. We dialed a total of 31,672 phone numbers during the study. Among these, 8,397 were identified as not in service, and 6,736 numbers were not valid for other reasons (e.g., fax lines or businesses). Out of the 16,539 valid numbers, 4,231 were not answered on any of the ten calls. From the remaining 12,308 numbers, 1,026 were never answered except by answering machines (messages were left), and 932 numbers were not eligible for other reasons (mainly languages other than English, Spanish & Chinese). We spoke with a total of 10,350 households; 3,216 were callbacks still not reached at the end of the study to complete the screening for eligibility. Among the 7,134 households with a resolved contact, 2,988 refused to complete the initial screening for the interviewing. Among the 4,146 screened, 315 persons screened out of the survey, and 3,831 were eligible for the study. There were 854 who were not interviewed because the quota for their gender and zone had been filled. We completed interviews with 2,711 of the remaining 2,977 persons, 127 refused after qualifying, and 139 were in call-back status at study completion. The overall cooperation rate for the survey, calculated according to industry standards, was 56%. This cooperation rate is based on the sum of the number of completed interviews, quota outs and screen-outs (i.e., 2,711 + 854 + 315) divided by the sum of completed interviews, quota outs, screen outs, refusals, and premature terminations (i.e., 2,711 + 854 + 315 + 2,988 + 127) [25] . Sampling weights were developed and applied to the data to correct potential selection bias related to the number of household telephones, persons in the household, and over-sampling.
All interviews were conducted by trained interviewers using a computer-assisted telephone interview system. Interviews were available in English, Spanish and Chinese and took approximately 35 minutes to complete. The Institutional Review Board of the New York Academy of Medicine reviewed and approved this study and informed consent of all respondents was obtained. Respondents were asked questions using a structured questionnaire.
j Instrument
For our measure of help seeking from professionals for mental health problems, we adopted questions from the National Comorbidity Study (NCS) [2] . We asked participants if they received counseling from a list of helping professionals for problems with their emotions or nerves or for problems with use of alcohol or drugs in the 6 months before the September 11 attacks and in the 6 months following it. Psychiatrists, psychologists, physicians, nurses counselors, social workers and self-help groups, such as Alcoholics Anonymous or Narcotics Anonymous were considered helping professionals. We also asked participants if they saw a spiritual advisor (e.g., minister, priest or rabbi) for these problems, but did not consider them professionals and therefore, did not include them in this analysis.
Study participants provided information about their demographic characteristics (age, race, gender, education) and factors that may be important to whether people seek help from professionals for mental health problems including: marital status, income, physical health status, co-morbid physical health conditions, a past history of physical or sexual abuse, health insurance status and having a regular doctor. We asked respondents if they had mental or emotional problems in the 12 months prior to the attacks.
For the purpose of these analyses, participants were considered to be directly affected by the event if they were inside the WTC complex during the attacks, if they were injured during the attacks, if they lost possessions or property as a result of the attacks, if a friend or relative killed during the attacks, if they lost a job due to the attacks, or were involved in the rescue efforts.
Probable PTSD since the September 11 attacks was assessed using a scale designed for administration by trained nonclinical interviewers during a structured telephone survey based on the DSM-IV criteria [26] . The PTSD scale has a coefficient of agreement with clinician-administered structured clinical interviews of 0.71 for current PTSD [27, 28] . The PTSD scale assesses the presence of criterion B, C and D symptoms and determines content for contentspecific PTSD symptoms (e.g., content of dreams or nightmares). For the purpose of this analysis, we focused on probable PTSD related to the attacks so all re-experiencing symptoms (criterion B) and all content-specific avoidance symptoms (criterion C) were required to be related it. In addition, we asked persons who had symptoms of PTSD about diminished functioning specifically, if the problems they were having interfered with their ability to live their life. To assess probable depression since the attacks, we used an adapted version of the SCID's major depressive episode interview from the non-patients interview schedule version [29] , which has been used with other populations [30, 31] . Following DSM-IV guidelines [26] , respondents met criteria for depression if they had five or more symptoms for at least two-weeks since the attacks. For further details regarding the measures used in this assessment we refer the reader to previous publications [6, 8] .
In addition, we asked persons who did not seek professional help for a mental health problem in the 6 months after the attacks if they considered it and persons who did receive mental health services if they waited two or more weeks to do so. Study participants who reported that they did not seek services but that they had considered it were asked about the barriers to accessing mental health treatment. We asked about a list of potential reasons for not seeking treatment including: stigma related concerns (concerns about what others think, concerns about feeling badly of self), altruistic concerns (feelings that other people needed the help more than oneself), financial concerns, not knowing how to get help, and not having the time to get help. We developed this list of barriers from prior literature and revised this list during several days of pretesting of the instrument. Participants could select multiple reasons. In addition, we asked respondents to list any other reason for not accessing mental health services and coded those responses.
j Statistical analyses
We used two-tailed chi-square tests to compare the demographic characteristics of three independent groups: respondents with probable PTSD or depression since the September 11 attacks, respondents who were directly affected by the attacks but who did not have probable PTSD or depression, and all other respondents who did not meet either of these criteria. In analyses stratified by these three groups, we examined the proportion of respondents who received help from a professional for a mental health problem in the 6 months following the attacks, who waited two or more weeks prior to seeking this help, who did not receive professional help in the 6 months after the attacks but considered it, and who did not receive professional help and did not consider it.
Bivariate relations were assessed to determine factors associated with counseling from professionals for mental health problems in the 6 months following the September 11 attacks, but, with one exception, they are not shown here because they were not appreciably different from the multivariate results. Because the vast majority of respondents who sought help from professionals for mental health problems were in counseling in the 6 months prior to September 11, we created a separate bivariate table underscoring the importance of this association, but do not include the variable measuring prior counseling in multivariable models because of the distortion of the odds ratios that results when doing so. Multivariable logistic regression was used to assess predictors of counseling for mental health problems in the 6 months after the terrorist attacks among respondents with probable PTSD or depression, respondents who were directly affected by the attacks but who did not have probable PTSD or depression, and among all other respondents who did not meet either of these criteria. We note that these models are not appreciably different from multivariate models estimated with the prior counseling variable included.
Among the respondents who did not receive counseling from a professional for a mental health problem in the 6 months after the attacks but considered it we compared reasons as to why these respondents did not receive professional help in the three groups of interest. Open-ended responses were coded and are reported.
Weights were applied to account for the sampling fraction. Standard errors were calculated and significance determined using SUDAAN software to account for the complex survey design.
Results j Characteristics of study populations
The demographic characteristics of the respondents included in these analyses and of residents of the NYC metropolitan area, according to the U.S. Census, were comparable and there were no appreciable differences between the population sampled and the underlying population [32] . In this sample 54% were female, 53% were white, 16% were African American, 21% were Hispanic, 5% were Asian, 50% reported an annual income between $20,000 and $75,000 and 51% were married. Table 1 compares the demographic characteristics of respondents who had probable PTSD or depression since the September 11 attacks, to respondents directly affected but who did not meet the criteria for probable PTSD or depression, to all other respondents who did not meet either criterion. Persons with probable PTSD or depression were more likely to be aged 25-44, to be female, to have had a past history of physical or sexual abuse, to have had a previous mental health problem, to not be married, to not have health insurance, and to have received counseling in the 6 months prior to the terrorist attacks compared to all other respondents. Persons directly affected by the attacks were more likely to be between the ages of 25-44 and had higher incomes relative to all other respondents.
j Use of professionals for mental health problems Overall, 9% of the sample sought help from a professional for a mental health problem in the 6 months following the September 11 attacks. Figure 1 shows that persons with probable PTSD or depression were more likely to seek help from a professional for a mental health problem than were respondents in the other two groups. However, 64% of persons with probable PTSD or depression did not seek help from a professional for a mental health problem since the event despite the fact that the majority of respondents reported diminished functioning (70% of respondents with probable PTSD reported diminished functioning). Eighty-five percent of persons who were directly affected by the attacks did not receive counseling from a professional for a mental health problem in the 6 months after the September 11 attacks although 45% (278/616) of this group reported at least one symptom of PTSD or depression since then. Among persons who did not seek help from a professional for a mental health problem in the 6 months following the attacks, 17% with probable PTSD or depression, 6% of persons who were directly affected by the attacks, and 3% of the remainder of the sample considered it. Among persons who did receive help from a professional for a mental health problem, 13% with probable PTSD or depression, 4% who were directly affected, and 1% of the remainder of the sample waited two or more weeks to seek care.
j Correlates of seeking help from professionals for mental health problems Table 2 shows that the receipt of mental health services prior to September was highly predictive of the use of professionals for mental health problems after September 11. Among respondents with probable PTSD or depression only 14% of those who received services after the attack had not received services in the 6 months prior to it. Consistent with the observed strength of this association we note that among all respondents who received services after September 11 (n = 447), 335 or 75.0% were already receiving services before the event. Because previous counseling was so highly correlated with the use of mental health services after September 11 we did not include it in the final multivariable models designed to identify other factors associated with mental health counseling 6 months after the event. We note that additional factors associated with counseling identified in the multivariable models described below did not differ when the prior counseling variable was included in these models. Table 3 shows factors associated with an increased probability of seeking help from professionals for mental health problems in the 6 months after the terrorist attacks among respondents with probable PTSD of depression, among persons directly affected by the attacks who did not have PTSD or depression, and among respondents who did not meet either of these criteria. Among persons with probable PTSD or depression, having an annual household income of $30,000-$75,000 as compared to an annual household income of less than $30,000 (OR = 2.48, 95% CI = (1.03, 5.95)) and having a previous mental health problem before September 11 (OR = 5.64, 95% CI = (2.67, 11.90)) were associated with the assistance of professionals for mental health problems in the 6 months after September 11. Among persons directly affected by the attacks but who did not have probable PTSD or depression, having a mental health problem prior to the event (OR = 16.75, 95% CI = (5.94, 27.24)), having a regular doctor (OR = 3.50, 95% CI = (1.24, 9.87)) and being in fair or poor as compared to excellent, very good, or good physical health (OR = 3.16, 95% CI = (1.13, 8.85)) were associated with the receipt of counseling in the 6 months following the terrorist attack. j Barriers to care Figure 2 shows the prevalence of barriers to receipt of mental health services among those who considered seeking care but decided not to by the three groups of interest. For example, among persons with probable PTSD or depression, 17% indicated they lacked knowledge about how to get help, 27% were concerned about stigma associated with mental illness, 39% indicated that they did not have the money, 42% said they did not have the time, and 58% indicated that a reason they did not get help is because other people needed the services more than themselves (altruistic concerns). The results were comparable for the other two groups also.
Among the 168 people who considered seeking help from a professional for a mental health problem in the 6 months following the attacks but decided not a Values may not add to the reported n's due to missing data b Respondents were considered to be directly affected by the September 11 attacks if they were inside the WTC complex during the attacks, if they were injured during the attacks, if they lost possessions or property as a result of the attacks, if a friend or relative was killed during the attacks, if they lost a job due to the attacks, or were involved in the rescue efforts c Two-tailed chi-square test of significance to, 48 respondents (29%) offered additional explanations for why they did not seek care. The most common additional explanation was the respondent's belief that he/she could take care of him/ herself or could turn to family or friends for support (reported by 23 respondents or 14% of those who considered seeking professional help). Other less common responses included: feeling too depressed or overwhelmed to seek professional help, a lack of trust in mental health professionals, and fear of talking about the September 11 attacks.
Discussion
More than 60% of respondents with probable PTSD or depression did not seek help from a mental health professional after the attacks despite the fact that most of these respondents reported diminished functioning. Our findings underscore the importance of having a previously established therapeutic relationship in one's decision to seek services after a man-made disaster. Barriers to mental health treatment that prevented people from seeking professional aid 6 months following the incident included traditional barriers to care (e.g., stigma-related concerns) and barriers that are unique to the post-disaster context (e.g., felt that others needed the services more than oneself). Our finding that a majority of respondents with PTSD or depression since the September 11 attacks did not receive mental health services in the 6 months after September 11 is consistent with a survey of New Yorkers conducted 3-6 months after the September 11 attacks that showed 27% of individuals with severe psychological symptoms were obtaining psychiatric treatment [33] . Several nationally representative studies have shown that while the prevalence of psychiatric symptoms in the general population is high, a large proportion of persons who may benefit from mental heath interventions do not receive mental health care [14] [15] [16] . Our observation that 64% of persons who reported symptoms consistent with probable PTSD or depression did not receive services is on the lower end of the range of reported estimates of unmet mental health needs (ranging from 54% to 87%) [14] [15] [16] . It is possible that the widespread availability of Project Liberty services and the open discussion about the potential psychological consequences of the attacks in the media after the attacks helped to increase the number of persons who received services.
The correlates of help seeking from a professional for a mental health problem identified in this study are consistent with the previous literature [15, 17, 34] . We found that persons with physical health problems were more likely to seek help for mental health problems [35] . One explanation for this is that persons with physical health problems are more likely to be linked to the health care system and as a result, may find it easier to access mental health services from their current health care provider or to get a referral for specialty care. In addition, physical health problems contribute to diminished functioning, which has been shown in many studies to be an important determinant of care seeking [15] . This may also explain why individuals with prior emotional problems, with a past history of sexual abuse, and who received counseling in the 6 months prior to September 11 were more likely to seek professional services after the attacks. The majority of people who sought mental health services after September 11 were already linked to the mental health care system before September 11. This is consistent with other studies of service utilization after the attacks showing little new utilization of mental health services [12, 13] . While Did not receive counseling after September 11 a Respondents were considered to be directly affected by the September 11 attacks if they were inside the WTC complex during the attacks, if they were injured during the attacks, if they lost possessions or property as a result of the attacks, if a friend or relative was killed during the attacks, if they lost a job due to the attacks, or were involved in the rescue efforts b Two-tailed chi-square test of significance insurance coverage was not associated with professional help-seeking in these results in contrast to other studies [17] , persons with higher incomes were more likely to seek services compared to persons with lower incomes raising concerns about financial barriers to care. In this study we found that traditional barriers to mental health care identified in previous studies [14] [15] [16] [17] are also barriers to mental health service use after a major urban man-made disaster. However, barriers unique to the post-disaster context were also important for care seeking in this study. The barrier most frequently reported as a reason for not utilizing services among persons who considered it was a concern that services are limited and that other people need them more. The idea that people would self-ration use of mental health services after a disaster is inconsistent with our current understanding of the U.S. public's beliefs about the rationing of health care services generally. Opinion polls in the U.S. show the public disapproving of placing limits on health care [36, 37] . Callahan (1992) writes that ''symbolically the very idea [of rationing] seems to offend the nicely tinted picture of ourselves as a rich, powerful nation, one that can afford to do whatever it takes to do whatever we want to do'' [38] . In the months after the attacks the suffering of persons who were directly affected by the attacks and the angst of relatives who lost loved ones was widely publicized. Persons who were less affected may have felt reluctant to claim services out of a fear that they would be taking somebody else's spot. This behavior is consistent with the outpouring of support and charitable giving provided to the victims' families after the attacks [39] . In addition, a few respondents expressed feeling too overwhelmed and depressed to seek professional help and were afraid of discussing the events surrounding the September 11 attacks with a professional.
j Limitations
Direct comparisons between our study and other studies of unmet mental health need must be made with caution because of methodologic differences between studies. Consistent with the majority of studies, we assessed mental health primarily using psychological symptoms consistent with DSM diagnostic psychiatric conditions [14, 15] . However, using psychological symptoms as the primary indicator of mental health need is limited insofar as persons with mental health problems may deny or minimize symptoms of mental illness, rationalize them as normal responses to life stresses or to other general medical problems, believe them to be failures of will or moral shortcomings or not within the physician's purview or capabilities [40] . As such, some studies have used subjective measures of perceived need [15, 41] or rely on individuals to report having received a diagnosis from a doctor for symptoms [42] as complementary measures of unmet need. Although subjective measures of perceived need are also limited because those who may benefit from services may not perceive that they need them, future studies of unmet mental health need after disasters should consider including both subjective assessments of need and measures of functioning. It is likely that had we asked about barriers to mental health treatment in a completely open-ended fashion we would have received responses that have would been somewhat different than the ones we document here. The advantage to our approach was the ability to probe specific barriers without taking too much time to elicit responses. We note that respondents in our study had the option of volunteering other responses and that there were few responses offered beyond our pre-determined responses. Because this study is cross-sectional we are unable to portray the complex decision-making process that most people go through when deciding whether to seek professional help for mental health problems.
Ideally we would have examined the use of professionals for mental health problems among persons who screened positively for PTSD separately from persons who screened positive for depression. Larger studies are needed to examine the use of professionals among groups with different psychiatric conditions. We elected to create one group because we were interested in determining the use of mental health professionals among persons with psychiatric need in the period following September 11. Our estimate of unmet need in the NYC general population 6 months after the September 11 attacks is likely to be conservative because we did not measure other psychiatric disorders, which have been documented after other disasters such as anxiety disorder. Larger studies are also needed to examine predictors of the use of mental health professionals (e.g., psychiatrists) versus other health professionals (e.g., physicians) for mental health problems.
j Policy implications
With respect to the question of whether there was unmet need for mental health services 6-9 months after the September 11 attacks, it is important to consider our findings in the light of research by Galea et al. (2003) showing that probable PTSD de- Fig. 1 Use of professional help among respondents with probable PTSD or depression (n = 419), those directly affected by the attacks but who do not have PTSD or depression (n = 616, respondents were considered to be directly affected by the September 11 attacks if they were inside the WTC complex during the attacks, if they were injured during the attacks, if they lost possessions or property as a result of the attacks, if a friend or relative was killed during the attacks, if they lost a job due to the attacks, or were involved in the rescue efforts) and all others (n = 1,719, bar graphs adjusted to 100% to show comparisons between groups clined from 7.5% 1-2 months after the attacks to 0.6% 6-9 month after the attacks among Manhattan residents [8] . This resolution occurred even though most of these individuals did not receive any mental health services. One conclusion that may be drawn from this research is that a do nothing approach to the provision of mental health services may be adequate for the vast majority of persons with psychiatric disorders following a disaster. This would suggest little cause for concern for this study's findings that 64% of persons with probable PTSD and depression since September 11 did not receive any mental health services. However, we do not hold this view.
In the first few months after the September 11 attacks, stress, PTSD and depression were found to be highly prevalent in the general population [5] [6] [7] . Mental health services or other types of early interventions may have mitigated some of this suffering even if for some, this suffering was temporary. An important caveat about the Galea et al. (2003) research is that although the absolute rates of probable PTSD decreased over-time after the September 11 attacks, symptoms declined by a lesser amount. Indeed, 6-9 months after the attacks 5.3% of New York City residents continued to meet the criteria for subsyndromal PTSD. Mental health services may have been beneficial to some of these individuals especially, because persons with sub-syndromal symptomatology have been shown to have significant functional impairment accompanying their symptoms [43, 44] . Similarly, we show in this study that the vast majority of those who were directly affected also did not seek services. While the majority of these respondents did not meet the criteria for probable PTSD or depression, many had debilitating symptoms.
Recently, it has been recognized that rates of disorder based on brief screening assessments in community epidemiologic studies are insufficient to assess the need for services [45, 46] . Further research is needed to determine persons experiencing symptoms of PTSD and depression as well as high degrees of distress and loss of productivity who may benefit from mental health treatment. Our research when considered in the light of Galea et al. (2003) would suggest that there was unmet mental health need 6-9 months after the September 11 attacks, but that these findings should be tempered by the apparent decrease in population-rates of probable PTSD.
The question then remains what is the most effective way to respond to unmet mental health needs in a post-disaster context? The unmet need we identified undoubtedly reflects a combination of factors including: inadequate supply of mental health services, inadequate training of primary care providers to identify and make referrals to specialists for mental health problems, barriers to accessing the available supply (e.g., cost), as well as a lack of expected demand among potential users of these services. Thus, the expected fixes of these problems will also vary. For example, will allocating more resources to the mental health system after a disaster address Fig. 2 Barriers to mental health care among respondents among respondents with probable PTSD or depression (n = 72), those directly affected by the attack but who do not have PTSD or depression (n = 38, respondents were considered to be directly affected by the September 11 attacks if they were inside the WTC complex during the attacks, if they were injured during the attacks, if they lost possessions or property as a result of the attacks, if a friend or relative was killed during the attacks, if they lost a job due to the attacks, or were involved in the rescue efforts) and all others (n = 58) unmet mental health needs? Is it more beneficial to target certain types of health providers in particular communities for these resources? Is more training of primary care providers needed to better equip primary care providers to identify signs of disorder, to treat and to make referrals for specialized mental health treatment? Is greater public education needed about the availability of services and to help people to recognize when they have symptoms of distress that can be treated?
We believe this study is useful because it calls attention to the problem of unmet mental health need in a post-disaster context and identifies some of the formidable barriers although it does less to suggest possible remedies. The shortcomings in the mental health response identified after the September 11 attacks have broader applicability to other urban areas and to other disasters (both terrorism related and to natural disasters). We recommend that policy makers, researchers, primary care providers and mental health providers continue to collaborate to improve NYC's mental health response after disasters and that these lessens be adapted to improve upon our nation's mental health response after disasters.
These results do not in anyway diminish the accomplishments of the Project Liberty program, which as of March 2002 reported providing services to over 91,000 individuals by way of crisis counseling sessions and public education [47] . It is unclear the extent to which those receiving Project Liberty services are new seekers of professional help for mental health problems or whether the persons utilizing the program had received services in the past. Providing services to both groups is important. Future studies should evaluate the overall impact of Project Liberty services on the burden of mental health symptoms in the NYC metropolitan area and the extent to which the Project Liberty model is sufficient as a model of mental health response after a major disaster in an urban area.
